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Introduction
S ocio-economic status is ubiquitous in social inequalities and health literature because it is available in most data sets and because it represents a well-established determinant of health in most nations. Near the beginning of the population health movement, after elaborating upon a number of potential explanations for 'the gradient', Robert Evans (1994) concluded that it should continue to form the bedrock of future population health research. At that time, reflection upon the relationship between socio-economic status and health raised nearly as many questions as it provided answers. While there has been a plethora of subsequent investigations into socio-economic and health inequalities, a decade later there are still many issues to be confronted, as explanations for the gradient are many and varied and the available empirical evidence buttresses competing views. Two explanations struggling for ascendancy in the health literature are the materialist approach, focused primarily on the health effects of absolute material deprivation, and the psychosocial approach, focused on the health effects of perceived relative status.
This article utilizes data from an original questionnaire survey administered to a sample of adults from the Canadian province of British Columbia to further explore the nature of the relationship between status and health in general, and the applicability of the materialist and psychosocial explanations in particular. The survey data set includes measures of educational attainment and household income (traditional indicators of socio-economic status), and two measures of self-perceived relative social status (i.e., self-assessed social class and, for working persons, self-rated job status). The analysis determines whether these measures of absolute Social status and health: absolute deprivation or relative comparison, or both?
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While conceptualizing status hierarchies represents a challenge to social theorists, the task is doubly difficult for health researchers exploring status and health inequalities. Are the status hierarchies most strongly related to health adequately assessed by socio-economic status, for example, income and educational attainment? Do the various status hierarchies have conceptually and empirically distinct relationships with one another and health? To what degree does standing in objective status hierarchies influence health above and beyond perceptions of relative standing, and vice versa? This article utilizes original survey data from the Canadian province of British Columbia to test the applicability of the materialist explanation (focused on absolute deprivation and objective status hierarchies), and the psychosocial explanation (focused on perceptions of relative comparison) for relationships between social status and health.
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Gerry Veenstra deprivation and relative comparison are interrelated or distinct predictors of physical and mental well-being. Thus far, proponents of the materialist and psychosocial perspectives have argued their cases without the benefit of many empirical analyses that incorporate both absolute status and perceived relative comparison variables. This article makes a contribution to the continuing debate between these theoretical perspectives by assessing the relative strength of relationships between health and absolute/ objective and perceived/subjective status measures in multivariate statistical models.
Socio-economic status and health: evidence and explanations
Quantitative relationships between socioeconomic status and many different measures of health have been described in the international literature: socio-economic status has been found to be related to cancer (Gorey and Vena 1994; Boffetta et al 1997; de Sanjose et al 1997; Moller and Tonnesen 1997; Pearce 1997) , heart and cardiovascular disease (Kaplan and Keil 1993; Nilsson et al 1995; James et al 1997) , hypertension (Moorman et al 1991) , obesity (Sorensen 1995) and morbidity and mortality in general (Rogot et al 1992; Kaplan and Keil 1993; Power 1994; Fein 1995; Adler and Ostrove 1999) . The relationships also apparently hold across a multitude of different populations and geographic areas (Feinstein 1993) . It is important to note that the health benefits of socio-economic status pertain to the entirety of the spectrum, wherein an obvious cut-point of deprivation, beyond which more socio-economic resources are irrelevant for health, cannot be easily identified (Backlund et al 1996; Judge et al 1998; Ecob and Davey Smith 1999; Wolfson et al 1999) .
Most explanations for the relationship between socio-economic status and health belong to one of two general -but not necessarily mutually incompatible -categories (see Lynch 2000; Lynch, Davey Smith et al 2000; Wilkinson 1998 Wilkinson , 1999a Wilkinson , 1999b Wilkinson , 2000a Wilkinson , 2000b . On the one hand, the materialist explanation in its simplest form focuses on the purchasing power of wealth, arguing that income, in turn influenced by educational credentials and associated with occupational prestige, secures those essential material resources that benefit health standing. Quality food, clothing, sanitation, shelter, general living conditions and access to quality health care affect health directly, and the ability to secure such resources is an obvious consequence of socioeconomic status. In fact, the influential Black Report concluded that material deprivation represents the predominant explanation for inequalities in health in Britain (Townson 1999) . Certain actions and behaviours have also been proffered as potentially mediating influences between socio-economic status and health, representing an aspect, or elaboration of, the materialist perspective. For example, cervical cancer has been found to be higher among some low status groups and associated with sexual practices, smoking and (non) utilization of screening equipment (de Sanjose et al 1997) . The nature of home food preparation may differ by socio-economic status (Kinsey 1994) , and lower status groups may be more likely to partake of risk factors such as smoking (Winkleby et al 1990) , physical inactivity, poor diet choices (James et al 1997) and excessive alcohol consumption (Moller and Tonnesen 1997) . In short, the relationship between socio-economic status and health may be explained by material resources and practices. In this article, educational attainment and household income, measures pertaining to the possession of resources that are valued in society, are deemed to reflect rank or standing in objective status hierarchies and are referred to as measures of absolute deprivation.
The psychosocial explanation in turn, focuses primarily on perceptions and the interpretive meanings that accompany social status, arguing that people generally feel better about (or more shame in) themselves, and engage in more satisfying (or esteem-damaging) interactions with others, when they have high (or low) social status or prestige. These perceptions and interactions are thought to influence mental and even physical health, perhaps by virtue of varying levels of stress. The literature demonstrates that stress varies according to socio-economic position (e.g., McLeod and Kessler 1990) , and researchers have Social status and health: absolute deprivation or relative comparison, or both noted that prolonged psychological stress can seriously impair the immune system and cause permanent damage to brain function, including learning and memory (Townson 1999) . In addition to stress, psychological attributes such as optimism, coping style, a sense of mastery or personal control, anger, depression, hopelessness and anxiety may also mediate the relationship between status and health, as may certain aspects of occupational status such as high job strain (Kaplan and Keil 1993) . In short, this explanation suggests that socio-economic status indirectly reflects (identifies, influences) social prestige, and that the cachet experienced by individuals throughout the course of social interactions in everyday life influences their psychological state of mind and physiological state of being. In this article, measures of self-rated job status and selfassessed social class are referred to as measures of relative comparison, and are interpreted to represent self-reports of the amount of prestige experienced by respondents during the course of everyday interactions.
A comment about the level of analysis and distinctiveness of explanations is pertinent at this point. As presented here, these explanationsmaterialist and psychosocial -are strictly individual-level rationales. These broad approaches to interpreting health inequalities have also been applied to the meso-and macro levels of analysis however, by virtue of relating individual determinants of health (such as income) to characteristics of communities or societies (such as income inequality, community wealth, the nature of economic industry, the character of the welfare state, social connectedness and social cohesion). Materialism, then, is an approach that can also incorporate the nature of community infrastructure, 'through policies that affect education, public health services, transportation, occupational health regulations, availability of healthy food, zoning laws, pollution, housing, etc.' (Lynch 2000 (Lynch :1001 . It can encompass the psychosocial approach as well, by noting that 'psychological responses do not spring de novo from people -they reflect lived day to day experiences, and these experiences reflect material aspects of life that are politically, economically and culturally contingent' (Lynch et al 2000:406) . Thus the two approaches need not be mutually exclusive, although they have often been portrayed as competing worldviews in the public health literature. While the dichotomy is certainly useful for specifying a wide variety of concepts and empirical measures and promoting useful empirical explorations and theoretical speculation, the creation of theoretical models incorporating insights from both perspectives represents an important challenge for public health researchers.
In summary, rank in the socio-economic hierarchy appears to be strongly related to health, a relationship that has sparked multiple and potentially competing explanations. This article explores the viability of the two approaches to understanding such health inequalities by comparing household income and personal educational attainment (deemed to be measures of absolute deprivation) with self-rated job status and self-assessed social class (deemed measures of perceived relative comparison). The analysis represents a step towards determining which of absolute or perceived status factors are more compelling determinants of health, and whether they operate distinctly or in conjunction with one another to influence well-being. If absolute deprivation retains a statistically significant relationship with health after controlling for relative comparison, then the relevance of absolute material factors above and beyond relative social comparisons is provisionally established; if absolute status does not retain such a relationship with health, then a theoretical model focused primarily upon psychosocial factors intervening between absolute status and health is supported. Similarly, if relative comparison retains a relationship with health after controlling for absolute status, then the relevance of psychosocial factors above and beyond objective status is supported; if relative comparison does not retain such a relationship then psychosocial factors are deemed (potentially) to intervene between absolute status and health. Still, a cross-sectional study such as this one cannot adequately determine causality: it can only assess which factors are more or less strongly Gerry Veenstra related to health, and whether or not any one factor holds as a correlate of health while controlling for others. Undoubtedly the findings presented in this article can be interpreted in a myriad of ways.
To the degree that perceived status reflects rank in status hierarchies that are not based upon the possession of wealth and educational credentials, the article additionally contributes to the status and health literature by identifying the possible existence of health-relevant hierarchies that transcend socio-economic status hierarchies. Many variants of 'social status' have been identified by social theorists. For instance, status can be based upon possession of some widely-valued tangible resource such as wealth or educational credentials. Hierarchies of social status can also focus on whatever is thought to be moral, decent, beautiful and tasteful in a given culture however, including birth into a particular religious, family, ethnic or racial group, place of residence or some mixture of these (Rossides 1997) . Thus there are multiple status hierarchies that can be quite conceptually complex in nature, and more or less strongly related to one another, representing a conceptual and methodological challenge for health sociologists. Are the status hierarchies that matter most for health and well-being in modern Western societies adequately assessed by household income and educational attainment, the most common measures of socio-economic status? Do other status hierarchies have different relationships with socio-economic status, one another and health? To date there is little work in the health literature that utilizes conceptions of status hierarchies that are not based upon measures of income and educational attainment. Although this data set from Western Canada does not include objective measures of rank in other status hierarchies, empirical associations between health and perceived relative comparison may indicate the existence of health-relevant status hierarchies that transcend socio-economic status.
Methods
The Toward a Healthy British Columbia research project was funded by the Canadian Institutes of Health Research in order to explore social and economic determinants of the health of people living in communities on the coast of British Columbia, Canada. A mailed survey of randomlyselected residents of twenty-five communities was conducted in the summer of 2002, with N = 1435 respondents representing a response rate of 56.5%. Because this article focuses on selfrated job status as a variable of special interest, analysis was confined to the N = 655 respondents, aged 18-65, who were employed full-time at the time of the survey.
Selected survey items and their frequency distributions are presented in Table 1 . To assess physical health, respondents were asked if they had (i) a recent injury that was serious enough to limit normal activities and (ii) a long-term illness, health problem or handicap that limits daily activities of the work that can be done. In both cases, responses were coded '1' in the presence of health problems, and '0' otherwise. Also, bodymass index scores (BMI), a measure of body composition and a rough indicator of obesity, were calculated from respondents' height and weight scores. A categorical version of this variable is displayed in Table 1 . To assess mental well-being, respondents were asked a series of eleven survey questions 1 that were used to create a mental health scale (for which alpha = 0.8760 in the full sample of 1435 respondents), pertaining to the incidence of recent depressive symptoms. Lastly, respondents were asked to rate their overall health in general, a standard selfrated health question that has been shown to be a reliable predictor of mortality (Mossey and Shapiro 1982; Idler and Angel 1990; Idler and Benyamini 1997) , and is thought to represent a compound measure of both physical and mental health (Pikhart et al 2001) . Self-rated health was coded such that a higher value corresponded with better health.
To assess absolute deprivation, highest educational attainment was evaluated in eleven ordered categories, while household income was evaluated in ten ordered categories, the last openended. To assess perceived relative comparison pertaining to occupational prestige, respondents were asked to rank the status of their main occupation on a continuum flanked by 'garbage Social status and health: absolute deprivation or relative comparison, or both In multivariate analysis, binary logistic regression was utilized when the dependent variable was not continuous (self-rated health), and multiple linear regression when it was continuous and normally distributed (BMI and depressive symptoms). In order to assess nonlinearity in logistic regression models, X*LN(X), the variable multiplied by its natural logarithm, was added to the model: if this term was statistically significant there was non-linearity between X and the dependent variable that required further attention. An OLS regression was also conducted on the dichotomous dependent variable in order to provide tolerance and VIF scores for assessing multicollinearity.
Results
Zero-order relationships between status measures
The two absolute deprivation measures, highest educational attainment and household income, were positively and significantly related to one another, as were self-rated job status and self-assessed social class, the two measures of relative comparison (see Table 2 ). The strongest zero-order relationship, however, was between household income and self-assessed social class.
Two insights in particular can be drawn from these findings. First, the absolute deprivation and relative comparison dimensions apparently shared commonalities between them that were somewhat stronger than those obtaining within each dimension. Global assessments of personal prestige and worth (i.e., self-attributed social class), may be especially strongly influenced by household income, while assessments of prestige or worth in a single dimension -pertaining to occupations -may be based in part upon the possession of educational credentials. This suggests in turn that relationships between income and health may be moderated by selfassessed social class, and that self-rated job status may intervene between education and health (see the results from the multivariate analyses described below). Second, to the degree that selfassessments of relative status are indicators of standing in objective status hierarchies of one form or another, these findings indicate that the distinction between absolute and perceived status may not be as useful as suggested by the arguments reviewed in the introduction. To the extent that they are valid and reliable, the four measures of status presented here may represent interrelated, but still distinct, status hierarchies.
Zero-order relationships between status and health
Two of the physical health measures -the presence of injuries and the presence of a limiting long-term illness -were not significantly related to any of the status variables (Table 3) . The status measures were significantly related to both self-rated health and depression however, wherein higher status corresponded with better health in nearly every instance (and with the non-relationship between education and depression providing the only exception). Higher BMI also corresponded with lower educational attainment and self-assessed social class values. In short, the subjective measures of health (i.e., the incidence of depressive symptoms and especially self-rated health) were significantly related to nearly all of the four status measures. Conversely, the majority of the objective measures of physical health were not significantly related to any of the status measures, with BMI providing the only exception. As a result, subsequent multivariate analysis focused exclusively on the BMI, selfrated health and depressive symptoms dependent variables.
Multivariate predictors of body-mass index
Of the status measures, BMI was negatively and significantly related at the bi-variate level to educational attainment and self-assessed social class. It seems plausible to hypothesize that the relationship between self-assessed social class and BMI is explained in part by education as an antecedent variable. Social status and health: absolute deprivation or relative comparison, or both distinct predictor unrelated to the other status measures. (Note that beta = -0.075, p = 0.081 for self-assessed social class, beta = -0.037, p = 0.389 for self-rated job status and beta = 0.010, p = 0.807 for household income in successive models without controls, suggesting that only the coefficient for self-assessed social class changed appreciably in value upon controlling for the other variables in Model I). Finally, Models II and III demonstrate that age was most strongly related to the BMI of women and that completing a university degree was more strongly related to the BMI of men than of women. For both men and women however, little of the variability in BMI was explained by the demographic and status variables.
Multivariate predictors of self-rated health
Of the status measures, educational attainment and the measures of relative comparison were the most strongly related to self-rated health at the bivariate level. Table 5 displays results from three logistic regression models utilizing a dichotomized version of self-rated health as the dependent variable. The health literature generally recommends dichotomizing self-rated health by distinguishing fair and poor responses from the others. Only 6.7% of respondents rated their health as fair or poor in this instance however, and so the excellent and very good responses (together representing 60.3% of responses) were compared with the good/fair/poor responses. In the multivariate logistic regression model for all survey respondents, older respondents were more likely than younger ones to report poorer health. Education also made a significant and positive contribution to Model I, unlike the other status indicators. (Note that B = -0.093, p = 0.006 for self-rated job status, B = -0.112, p = 0.057 for self-assessed social class and B = -0.056, p = 0.096 for household income in 1 Fourth root (to normalize the dependent variable).
2 A dichotomous version of educational attainment was used in these models. I assessed linearity between both self-assessed social class and educational attainment and the dependent before (using scatter plots with superimposed Lowess curves) and after (using partial regression plots) controlling for the other variables. Treating educational attainment as an interval-like variable linearly related to the dependent was not appropriate in this instance, nor was it appropriate in Table 6 -the interesting distinction in both cases was between achieving a university degree and failing to do so. Self-assessed social class, by contrast, was best utilized as an interval-like variable for all of these models.
Gerry Veenstra successive zero-order models without controls). The B coefficient of -0.134 for education in this model can be compared with a coefficient of -0.177 for education in a model for the same N = 553 respondents, and without controlling for any other variables, a coefficient of -0.171 after controlling for only age and gender and a coefficient of -0.160 after controlling for age, gender and income (models not shown). Thus some, but not all, of the relationship between education and self-rated health was seemingly explained by perceptions of relative comparison, the latter potentially intervening between education and health. Models II and III demonstrate that educational attainment was more strongly related to the self-rated health of women than of men, whereas age was more relevant for the self-rated health of men than of women. Overall, more variability in self-rated health was explained for women than for men.
Multivariate predictors of depressive symptoms
Of the status measures, depression was significantly related at the bi-variate level to selfassessed social class, household income and selfrated job status. It is plausible to hypothesize that the relationships between the subjective status measures and mental well-being are explained, in part, by income playing a role as an antecedent variable. Table 6 shows results from three multiple linear regressions utilizing a transformed version of the depression scale as the dependent variable (the fourth root was normally shaped). In the model for women and men together (Model I), income and self-rated job status were not significantly related to the incidence of depressive symptoms (although beta = 0.097, p = 0.022 for self-rated job status in a model without controls). A beta coefficient of -0.062 for -0.199 , p = 0.005 for self-assessed social class in a model without controls); whereas completing a university degree corresponded with worse depression scores (contrasted with beta = 0.048, p = 0.255 for education in a model without controls). The persistent contribution of selfassessed social class indicates that it has an association with depression above and beyond the influence of these measures of absolute deprivation. The negative relationship between educational attainment and depressive symptoms may indicate that attaining higher education subsequently unrealized in terms of perceived prestige (i.e., when self-rated job status is controlled), promotes some unhappiness. Lastly, age, self-rated job status, self-assessed social class and educational attainment were more strongly related to depression in men than in women (to the point of being entirely irrelevant for women), as shown by Models II and III, and a higher proportion of the variability in depressive symptoms was explained by the model for men.
Discussion
The analysis described in this article explored the health effects of four distinct measures of social status. Educational attainment and household income were considered measures of absolute deprivation because of their objective nature: they are universally recognized within societies, often recorded in official documents, validated by trusted institutions in society and retain similar value across multiple contexts within, and even In this sample of full-time employed Canadian adults from the western-most province of the country, educational attainment was related to body-mass index (BMI), self-rated health and depressive symptoms, but was related to BMI and self-rated health in a health-enhancing fashion and to depressive symptoms in a negative fashion. Even after controlling for the relative comparison variables (the latter presumably intervening between absolute status and health), education remained a significant positive predictor of BMI and self-rated health. If BMI and self-rated health are indeed good predictors of current and/or future physical wellbeing, then the arguments that stress the importance of absolute resources; i.e., good jobs, healthy food, safe cars, healthful activities and safer workplaces, for physical health are provisionally supported by this result. (Recall, however, that the injuries and long-term limiting illnesses variables were not significantly related to any measure of status. Note also that household income was not a particularly strong predictor of BMI, self-rated health and depression at the bi-variate level, and was nonsignificant in all of the multivariate models.) The arguments proffered by Mirowsky and Ross (2003) on the development of 'lear ned effectiveness' during educational experiences are also especially pertinent. The relationship between education and depressive symptoms presented a different story. The negative association, after controlling for perceived relative comparison, may reflect the influence of unrealized potential: when credentials valued by society do not lead to a highly prestigious occupation, mental well-being can suffer.
The relative comparison measures were much more strongly related to depression than to BMI and self-rated health in the multivariate models, and manifested relationships with each of these measures of health in the expected direction (when statistically significant relationships surfaced at all). Even after controlling for absolute deprivation, self-assessed social class remained a significant predictor of depressive symptoms. Arguments of the psychosocial persuasion that stress the importance of relative standing for mental well-being above and beyond objective socio-economic factors are supported by these results: that is, perceptions of relative status may influence mental well-being. But is it surprising to note that people who have felt depressed over the past seven days tend to devalue their social class standing? Causality in this instance may very well operate in the other direction.
Exploration of interactions with gender led to noting that status may be more or less relevant for the well-being of men versus women, depending upon the health and status measures in question. In this sample, the mental well-being of men corresponded strongly with perceptions of relative comparison and highest educational attainment, whereas the self-rated health of women correlated strongly with absolute deprivation (educational attainment in particular). Variation in morbidity and mortality based on differences in occupational position has been found to be more pronounced for men than for women in several studies (e.g. , Macintyre and Hunt 1997; Sacker et al 2000) , but research findings regarding gender differences are inconsistent and vary by health measure, as found here, and also by life-course stage (Matthews et al 1999) . These findings deserve further empirical exploration and thought, but suggest that male identities (and mental well-being in turn), may be especially sensitive to status rewards obtained in the labour market, whereas women may be the most vulnerable to variability in material resources.
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Conclusion
Considered as a whole, the findings presented in this article indicate that the specific definition of health utilized in analysis is relevant when comparing absolute/material to subjective/ psychosocial correlates of health: both assessments of status are apparently related to health, but they are variably related to different measures of health. The distinction between absolute and perceived status is particularly interesting because, when we link these notions to well-being, different conceptions about the nature of reality are invoked. The materialist and psychosocial approaches described here in their most basic forms, are realistic and idealistic respectively, in the tradition of Descartes' separation of matter, the substance of bodily existence, from mind, characterized by ideas and thought. It is perhaps unsurprising that some of the strongest relationships presented in this analysis were between subjective personal assessments of status and mental well-being.
